Introduction
COPD is a complex disease with various manifestations in symptoms and performance status. 1 GOLD 2007 suggested classification according to airflow obstruction level and evaluated severity. 2 However, the correlation between airflow limitation and the patient's symptoms or risk of acute exacerbation was not clear 3 and its use was limited.
In GOLD 2013, patients were divided into four groups of A, B, C, and D considering previous exacerbation history and patient's symptom score (COPD Assessment Test [CAT] and mMRC scale) as well as the airflow limitation severity. 4 Following GOLD 2011, it was revised to be classified as high risk of acute exacerbation when there was one hospital admission in GOLD 2013. Despite the complexity of classification, there has been controversy on predicting clinical outcomes with the classification.
Data collection
Epidemiologic data including age, sex, body mass index, and pack-years of smoking at initial visit were collected. We included patients' data from standardized spirometry at initial visit and 1-year follow-up visit. Post-bronchodilator tests were conducted pre-and post-200 µg of salbutamol administration. FEV 1 , FVC, and FEV 1 /FVC records were collected. Quality of life of patients at initial visit and at 1-year follow-up visit was measured using St George's Respiratory Questionnaire (SGRQ), CAT, and mMRC. Use of medications including inhalers such as inhaled corticosteroid/long-acting beta agonist (ICS/LABA), short-acting beta agonist, long-acting muscarinic antagonist (LAMA), LAMA/LABA, and oral roflumilast was reviewed for 1 year before the first visit.
Definition and classification of patients
COPD was defined as a patient with irreversible airway obstruction, with post-bronchodilator FEV 1 /FVC ,70%. Moderate-to-severe AECOPD was defined by using antibiotics in outpatient clinics, emergency room admission, or admission due to an increased quantity or purulent changes of sputum, or aggravation of dyspnea.
We stratified patients according to the GOLD 2007 staging and GOLD 2013 and GOLD 2017 classifications. According to GOLD 2007 criteria, patients were classified into stage I (mild airflow limitation; FEV 1 $80%), stage II (moderate airflow limitation; FEV 1 $50% and ,80%), stage III (severe airflow limitation; FEV 1 $30% and ,50%), stage IV (very severe airflow limitation; FEV 1 ,30%). According to GOLD 2013 classification, patients were stratified into four groups. Group A was defined as patients with less symptoms (mMRC 
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GOLD 2017 classification in Korean COPD cohorts 0 or 1, CAT ,10), low risk (mild/moderate airflow limitation or 0-1 exacerbations per year), group B was defined as patients with more symptoms (mMRC $2, CAT $10), low risk (mild/moderate airflow limitation or 0-1 exacerbations per year), group C was defined as patients with less symptoms (mMRC 0 or 1, CAT ,10), high risk (severe or very severe airflow limitation or $2 exacerbations per year or $1 hospitalized exacerbation per year), and group D was defined as patients with more symptoms (mMRC $2, CAT $10), high risk (severe or very severe airflow limitation or $2 exacerbations per year or $1 hospitalized exacerbation per year). By contrast, the GOLD 2017 classification excludes classification by airflow limitation grade. The differences in COPD classifications are summarized in Figure S1 .
Statistical analyses
Statistical analyses were performed by using Stata 13.0 (StataCorp 2013, Stata Statistical Software: Release 13, College Station, TX: StataCorp LP).
Categorical variables were described as absolute numbers (n) and relative frequencies (%) and continuous variables as the mean ± SD. We applied Pearson's chi-square test and Fisher's exact test for categorical variables and Student's t-test for continuous variable. Multivariate logistic regression analysis was used to predict AECOPD in each group. The incidence rate ratio (IRR) of AECOPD was acquired with negative binomial regression analysis. Annual change of total SGRQ and CAT scores across GOLD 2013 and 2017 groups were compared by using ANOVA test.
Results
Among the 2,037 patients enrolled in KOLD, KOCOSS, and SNU airway registry, 1,880 patients were included in this analysis (Figure 1 ). Mean age was 69.2 (SD 8.9) and percentage of males was 93.9%. Baseline mean FEV 1 % predicted was 56.6 (SD 18.6), CAT score was 15.0 (SD 7.9), and SGRQ score was 33.2 (SD 18.7). The mean number of AECOPDs in the year prior to enrollment was 0.5 (SD 1.5). Frequently prescribed medications in this population were LAMA, ICS/LABA, and LABA in order. However, when we compared the three cohorts incorporated in this study population, there was heterogeneity of baseline characteristics such as age, sex, and patient-reported outcomes including symptom scores and exacerbation rate because of the difference in inclusion criteria and recruitment period of each cohort (Table 1) .
Distribution of COPD patients according to GOLD classification systems
The study population was classified with the criteria according to GOLD 2007 stages, GOLD 2013 and GOLD 2017 groups, and the distribution is described in Table 2 and Figure 2 .
In GOLD 2007 staging, most patients showed mild-tomoderate airflow limitation with FEV 1 .50% (n=1,171, 62.3%), while the patients with very severe airflow limitation was only 6.2%. In GOLD 2013 classification, group D patients were most common (720 patients, 38.1%) followed by group B, group A, and group C. In the new classification system of GOLD 2017, COPD patients in group B were predominantly common and group C was shrunken to 2.2% of total population. As a result, COPD patients with high risk were decreased to 16.6% in GOLD 2017 from 44.7% of population in GOLD 2013. The kappa coefficient of agreement for subject classification by the two grouping (GOLD 2013 vs GOLD 2017) was 0.581 (agreement 71.7%).
By applying new classification of GOLD 2017, 83.4% of patients of the total population were re-classified as group A and B, the low-risk group, while 55.3% of the population was in the low-risk group according to GOLD 2013 classification.
Comparison of clinical characteristics between patients in group B of GOLD 2013 classification and patients newly migrated to group B by GOLD 2017 classification
We compared clinical characteristics of patients in group B of GOLD 2013 and patients newly recruited in group B of GOLD 2017 (initially classified as group D in GOLD 2013 and abbreviated as group B′; Table 3 ).
As expected, there was no statistically significant difference between groups B and B′ in total moderateto-severe exacerbation rate or incidence. Mean age of 
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GOLD 2017 classification in Korean COPD cohorts group B′ was statistically significantly lower than group B (P=0.008). But, FEV 1 % predicted and FEV 1 /FVC ratio were poorer in group B′, and patient-reported symptom scores including mean mMRC score, total CAT score, and total SGRQ score were more severe in group B′. Exposure to ICS/LABA and roflumilast during a year before cohort enrollment was much higher in group B′ than in group B (51.5% vs 31.0% for ICS/LABA, P,0.001; 9.2% vs 0.9% for roflumilast, P,0.001; Table 3 ). Though there is no difference in total moderate-to-severe exacerbation 
003).
In Table S1 , we compare the characteristics of patients in group A of GOLD 2013 and patients in group A of GOLD 2017 (abbreviated as group A′). Group A′ showed significantly more severe airflow limitation (FEV 1 ) and symptoms (total CAT and SGRQ scores). Also, prospective total annual moderate-to-severe exacerbation rate was higher in group A′.
Comparison of group shifting in 1-year follow-up according to GOLD classification systems Among the 1,880 COPD patients, 1,096 patients could be reevaluated with GOLD 2013 and 2017 classifications at 1-year follow-up visit. At 1-year follow-up visit, 29 patients (2.7%) were improved in airflow limitation above the criteria for COPD. Overall, the proportion of group C was very similar at both time points, while patients in the higher risk groups were shifted to less severe group probably with treatment for 1 year. The trends were prominent when groups C and D were combined (Table 4 ; P for trends ,0.001).
Based on the classification of GOLD 2013, 140 patients (12.8%) migrated to lower risk groups. Similar changes were observed in the view of GOLD 2017; 273 patients (24.9%) moved to higher risk groups and 161 patients (14.7%) improved to lower risk groups (Tables 4 and S2 ).
Impact of GOLD classifications on the risk of acute exacerbations
For the patients followed regularly for more than 1 year, the associations with acute exacerbations and GOLD classifications were analyzed (Table 5 ). In GOLD 2013 and GOLD 2017 classification systems, the OR for the risk of moderate-to-severe AECOPD was reversed between groups B and C. Furthermore, in GOLD 2017, group C did not show any statistical significance for the risk of exacerbation compared with group A (Table 5 , OR 1.0, 95% CI 0.3-3.8, P-value 0.997). When groups C and D were combined, the OR for the risk of AECOPD was linearly and significantly increased from group A to combined group (Table 5 and Figure 3 Associations between GOLD classifications and symptomatic score change in 1-year follow-up period
In Table 6 , total SGRQ and CAT scores change during follow-up for 1 year was calculated; statistically significant difference was observed between groups A, C (less 
Discussion
Based on the controversy on the role of severity of airflow limitation in determining strategy for medical treatment, new GOLD 2017 suggested a separate approach to evaluate airflow limitation and risk of AECOPD. In this study, we tried to figure out the distribution of GOLD 2017 classification and how the new system affects the future risk of exacerbation. With this study, we could describe the distribution of COPD patients under new classification system and show the clinical difference in patients of old and new group B.
At first, we should consider the distribution change of COPD patients in real fields under new classification. Compared with the COPDgene study in which group A was 33.6%, B was 20.5%, C was 7.9%, and D was 38.0%, 11 the distribution of higher risk group (group C and D) was similar while the symptomatic lower risk group was larger in this study population. Patients with high risks migrated to groups A and B and group B became the dominant group occupying 61.5% of all COPD patients. The change is similar to that of the recent report from the PLATINO study. 8 Our study conducted in a different area than the PLATINO study, patients were from Latin America, and the COPDGene Cohort study, patients were from USA, respectively, the change in group reorganization of GOLD 2017 among Korean COPD patients was similar to the other large cohorts.
Another important finding is that group C was shrunk to only 2.2% under GOLD 2017 classification. Even in GOLD 2013 classification, the proportion of group C was variable but small with a proportion of 4%-23% according to previous COPD cohorts. Considering the specific risk factor used to determine category assignment in the higher risk groups of GOLD 2013, namely, C1 (FEV 1 only) group was 74.2% in this study (Table S3) which is similar to other large COPD cohorts. 3, 5, 11 In the new classification, group B was dominant but might be heterogeneous. When we compared the characteristics of patients in group B of GOLD 2013 and patients migrated to group B under the new classification (ie, group B′), we found that patients in group B′ were more symptomatic (higher score in mMRC, CAT, and SGRQ) and used ICS and roflumilast more frequently despite the exacerbation rate in previous year was not different. The differences were extended to the association with the higher risk of prospective acute exacerbation in group B′ than in group B. The findings suggest that GOLD 2017 may undervalue the risk of acute exacerbations in patients with poor symptom score and lung function. Although the prior exacerbation history is the major and important determinant of future exacerbation, mMRC and airflow limitation were also risk factors for exacerbation.
12-14 Therefore, these limitations and combining heterogeneous subpopulation with a simple criteria of exacerbation frequency may be hurdles to utilization of the new GOLD criteria by clinicians.
In this study, prospective acute exacerbation risk and incidence rate were sequentially increased according to severity of airflow limitation as shown in previous studies. 15 However, group C was not different from group A in expecting future risk of exacerbation (Tables 5 and 7) . Interestingly, the limitations of GOLD 2017 were minimized, and the linear association by groups with clinical outcomes including trends in group shifting with follow-up, exacerbation risk for 1-year follow-up, and annual exacerbation risk was more consistent. Korean COPD guideline stratified the groups with either FEV 1 (,60% or $60%) or exacerbation history (0-1 vs $2) in the previous year resulting in low-risk or high-risk group (group "da"). Group "da" included the 23.3% of low-risk group assigned in GOLD 2013 as a higher group, and 15.3% of GOLD B included in Korean group "da" had experienced exacerbation the following year which was similar to 17% of GOLD D included in Korean group "da". 16 Considering the results of this study, we suggest that the future classification algorithm might be necessary to be modified to combine group C and D, and incorporating the baseline FEV 1 .
Potential limitations of this study are related to patient enrollment and data sampling. Our cohorts are not a population-based cohort and recruited patients in tertiary hospital. Therefore, 37.6% of patients in this study had moderateto-severe airflow limitation, higher than a previous report from South Korea (6.4%). 17 Nevertheless, the largest cohort, KOCOSS, is a nation-wide cohort and it may attenuate the selection bias. Also there was limitation in analyzing mortality, and pulmonary function change was not included because of short history of cohorts. At the enrollment, about 20% of patients in group A and 30% in group B according to GOLD reported ICS/LABA use. The overtreatment could affect prospective result of AECOPD in this study.
Conclusion
In conclusion, this study used a comprehensive database of nationwide COPD cohorts in South Korea and showed that in new GOLD 2017, greater portion of COPD patients were identified as being at lower risk of acute exacerbations than the previous GOLD 2013 (83.4% vs 55.3%). In the new classification, Group C was shrunk to a minor group and it did not show any benefit in predicting acute exacerbation compared with group A. Combining groups C and D showed advantage in predicting exacerbations. 
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